Background Discrete-Choice Experiments (DCEs) are used to assess the strength of preferences and value of interventions, but researchers using the method have been criticised for failing to either undertake or publish the rigorous research for selecting the necessary attributes and levels. The aim of this study was to elicit attributes to inform a DCE to assess societal and offenders' preferences for, and value of, treatment of impulsive-violent offenders. In doing so, this paper thoroughly describes the process and methods used in developing the DCE attributes and levels. Methods Four techniques were used to derive the final list of attributes and levels: (1) a narrative literature review to derive conceptual attributes; (2) seven focus group discussions (FGDs) comprising 25 participants including offenders and the general public and one in-depth interview with an offender's family member to generate contextual attributes; (3) priority-setting methods of voting and ranking to indicate participants' attributes of preference; (4) a Delphi method consensus exercise with 13 experts from the justice health space to generate the final list of attributes. Results Following the literature review and qualitative data collection, 23 attributes were refined to eight using the Delphi method. These were: treatment effectiveness, location and continuity of treatment, treatment type, treatment provider, voluntary participation, flexibility of appointments, treatment of co-morbidities and cost. Conclusion Society and offenders identified similar characteristics of treatment programs as being important. The mixed methods approach described in this manuscript contributes to the existing limited methodological literature in DCE attribute development.
Introduction
Approximately $16 billion (Australian dollars, AUD) are expended annually in Australia [1] on the justice system. Decision makers are continuously faced with the task of allocating limited resources to programs that hopefully produce the greatest benefits in terms of health and justice outcomes. To this end, priorities need to be determined regarding the best allocation of resources across competing offender interventions. This can be done by undertaking economic evaluations, which involves the analysis of program costs and benefits to enable the systematic comparison of interventions and therefore guide decision making. However, a recent systematic review of the literature between 2003 and 2016 on economic evaluation of treatment programs for offenders identified only 17 published peer-reviewed articles globally [2] , suggesting limited opportunities for evidence-informed policies from an economic perspective. This finding is remarkable given the vast sums spent on running the justice system and the impact this group has on the community. Economic evaluations carried out in the justice sector lag behind those in public policy research areas such as the environment and health [3] . One of the reasons for this is the challenging process of quantifying and valuing societal program benefits especially non-health outcomes such as those derived from the process of program delivery. One way potential program benefits can be evaluated to include both health and non-health benefits is by assessing the value society places on the program using revealed or stated preference methods, the most common of which are the contingent valuation (CV) and discrete-choice experiments (DCEs). The main advantage of DCEs over the CV method is its ability to value individual characteristics of program delivery.
DCEs are frequently used in the health area to assess the strength of preferences and the value of interventions across a wide range of health policy contexts [4] [5] [6] [7] . A stated preference DCE asks respondents to consider hypothetical but realistic choice sets and to then choose between two or more alternatives comprised of multiple characteristics of the program or policy under consideration. DCEs are rooted in two economic theories: Lancaster's theory of choice in consumer demand [8] and the random utility theory [9] . In the random utility theory, consumers are assumed to be rational decision makers seeking to maximise utility given a set of alternative goods or services and a fixed budget. In a DCE, participants are tasked to state a preference between two or more alternatives in a choice set. The preferred choice is assumed to be the alternative that maximises their utility. Lancaster's theory states that consumers derive utility not from the good itself but rather from its underlying attributes and as they make choice, their attribute preferences are revealed.
By analysing the trade-offs respondents make when making choices, researchers gain insight into the relative importance or preference of each characteristic (referred to as an attribute) over a range of defined dimensions for each characteristic (referred to as attribute levels). With addition of price as an attribute, the value respondents place on each attribute can then be quantified using the marginal rate of substitution to derive the willingness to pay for the attribute.
Violence is one of the leading public health problems accounting for 2.5% of global mortality [10] costing the Australian health system approximately AUD$3.1 billion each year [11] . Well-designed and evaluated interventions to reduce violence can save both lives and money. While violent crime can be categorised as either impulsive or premeditated, impulsive offenders have a higher likelihood of recidivism and are more likely to respond positively to treatment and rehabilitation programs [12] [13] [14] . REINVESt, a large randomised control trial (RCT) conducted by the Justice Health Research Program at the Kirby Institute, University of New South Wales Sydney [15] seeks to evaluate the effectiveness of an antidepressant (sertraline, a selective serotonin reuptake inhibitor) in reducing recidivism in impulsive, repeat-violent offenders in NSW and in improving a range of behavioural measures.
Using the REINVESt study as an exemplar of a treatment program for impulsive violent offenders, the overall aim of this research is to elicit societal and offenders' preferences for, and assess the value of, treatment of impulsive-violent offenders using a DCE approach. Two DCEs are planned: one with the general public (to capture social values) and another with offenders. The results of the DCE valuation will be used in subsequent cost-benefit analyses of interventions that reduce impulsive violence. To our knowledge, no DCEs have previously been performed to explore societal value and preferences for providing treatment to violent offenders. A DCE has four main stages: identifying and defining attributes and levels, the experimental design, the data collection survey, and the analysis and interpretation of results [7, 16] . Researchers using the DCE method have been criticised for not explicitly reporting rigorous research done to identify and define relevant attributes and levels, if conducted at all [17, 18] . Part of the criticism includes the non-involvement of intervention beneficiaries and the general lack of transparency in how researchers arrive at the DCE attributes and levels. Challenges also exist in reducing the number of attributes generated in qualitative work to a manageable number that reduces participants' cognitive load and is able to answer the research question. As a result the need for improved reporting of the methods of attribute development in DCEs to guide future research has been highlighted [18] . This study focuses on the first stage of the DCE: developing attributes and levels that will be used in an experimental design to derive the choice sets for the DCE survey and explicitly describes the systematic approach used.
The specific objectives of the study were to:
1. Elicit the characteristics of treatment programs for impulsive violent offenders that could influence the uptake and support choices of offenders and society, respectively. 2. Compare and contrast the characteristics of treatment programs for impulsive violent offenders between the different groups of offenders, family members of offenders, and members of the general public. 3. Create a list of attributes and their levels to be used in a DCE to quantify the strengths of preferences for and assess trade-offs between characteristics of treatment programs for impulsive violent offenders.
Methods
The methods used in this study included four components all conducted in 2017 in NSW, Australia: (1) a literature review; (2) focus group discussions (FGDs) and an in-depth interview, (3) priority-setting methods of voting and ranking, and (4) the Delphi method. The data collection tools used in this study, an example of a discussion guide (the offenders' FGD guide) and the Delphi method score card, are available as Supplementary Appendices 1 and 2, respectively.
Literature Review
The aim of the narrative literature review was to obtain conceptual and theoretical attributes and their levels to inform the qualitative design of the study. Specifically, it aimed at identifying theories that define an effective offender treatment program, offenders' experiences with treatment programs (both positive and negative), and views held by society regarding offender treatment programs. PUBMED and Google Scholar were searched using the following key search terms: prisoner, criminal, offender, violence, perception, perspective, recidivism, acceptance, treatment, rehabilitation.
In reviewing literature, the Risk-Need-Responsivity (RNR) model was found to be widely used around the world to guide offender health intervention planning and evaluation [19] [20] [21] [22] . In addition, the compendium of offender behaviour change programs in NSW [23] states that its offender programs are based on the RNR model and that approaches consistent with this model have demonstrated a reduction in violent recidivism. As its name suggests, the model is based on three principles: (1) the risk principle suggests that treatment should focus on the higher-risk offenders or those most likely to reoffend; (2) the need principle emphasises targeting offender criminogenic needs in the design and delivery of treatment; and (3) the responsivity principle describes how the treatment should be provided. On the basis of the three principles of the RNR model: (1) The REINVESt study was evaluated to examine if it met the conditions of this widely accepted model. This process also provided the researchers with an initial set of potential attributes and levels as used in REINVESt. (2) The literature was further explored to document any societal perspectives regarding treatment programs.
(1) Risk: REINVESt targets men who are violent. Males are responsible for committing the majority of violent offending in the community. The study is open to those who have been found guilty of two or more violent offences, which is consistent with the risk element in RNR model [24] . Therefore including these men as FGD participants was vital to the attribute development process.
Reduced recidivism is a measure that is used in the evaluation of most offender treatment interventions [21, 25] . In two studies in which offenders were asked about their perceptions of treatment, they mentioned relapse prevention as an important attribute of treatment programs [26, 27] . Shorter duration (less than a year) treatment programs for those at higher risk of recidivism have been shown to have little impact [28] . Therefore, in addition to 'Effectiveness in reducing recidivism', 'length of the treatment program' was included as a characteristic of interest.
(2) Need: criminogenic needs, those factors in an individual's life that are likely to be associated with crime and violence, include impulsive personality patterns [29] . In addition to improvement in other behavioural traits, reduced impulsivity is a key outcome of REINVESt.
Some of the effective offender programs found in the literature that have been used to address the criminogenic needs of violent offenders include cognitive behavioural therapy, anger management [25, 30, 31] and pharmacotherapy (i.e. drug therapies such as SSRIs used in REINVESt to increase brain serotonin levels and decrease externalised aggression) [15, [32] [33] [34] . 'Effectiveness in reducing impulsivity' and 'type of treatment' was included as characteristics of interest.
(3) Responsiveness: treatment should be delivered in a manner that is responsive to the individual's learning styles, motivations, strengths, and abilities [20] .
Responsiveness is also referred to as the 'how' of the intervention [35] . There is very little found in the literature on responsiveness, especially from an offender perspective. Some of the responsiveness factors found in the literature include the type, training and conduct of program staff [36, 37] (e.g. correctional officers, peer groups [26] and health professionals as with REINVESt), treatment setting (e.g. prison, community (as occurs with REINVESt), probation and parole, or a residential setting [38, 39] ) and whether participation is voluntary or mandated [40] . In our DCE, the possible attributes were: 'location of treatment', 'type of treatment provider' and 'voluntary nature of program participation'. It was determined to further examine through the FGDs the 'how' of intervention provision from both the offenders' and general public perspectives.
A DCE often includes a monetary attribute, thus permitting an estimation of the willingness to pay for more of each attribute; a measure of societal attribute value. In the FGDs we explored the levels for the cost attribute and the payment vehicle, i.e. as a cost to tax payers or a personal cost to the offender and/or their family.
Guided by these insights from REINVESt and the literature, a list of conceptual attributes and plausible attribute levels was compiled (Table 1 ). These were also used to develop probes in the discussion guides for the FGDs.
Focus-Group Discussions (FGDs) and In-Depth Interview
FGDs and one in-depth interview were used to further explore conceptual attributes obtained from literature to arrive at contextual attributes from the perspectives of impulsive offenders, a family member, and the general community. A semi-structured guide was used to aid the discussions (Appendix 1). Two pilot interviews were conducted; an in-depth interview with an ex-violent offender, and a FGD with six members of the general public. These helped to revise the FGD guides ensuring suitability for the various groups. The FGDs and in-depth interview were conducted in three locations across the Sydney metropolitan area in New South Wales, Australia. Locations were broadly chosen to align with where REINVESt participants lived. Four FGDs were conducted with members of the general population, two FGDs with offenders who were current or past REINVESt participants, one FGD with offenders who were eligible for the REINVESt study but dropped out of the trial, and one in-depth interview with an offender's family member. A FGD with family members of offenders was scheduled but because only one participant turned up for the discussion, it was conducted as an interview.
All offender FGD participants and the family member were recruited through the REINVESt study. Members of the general public were recruited through advertisements placed on public notice boards such as supermarket noticeboards and gumtree (an online public advertising and marketing notice board found at www.gumtr ee.com.au). Prior to the start of each discussion the participants were given information about the study and asked to provide signed consent. All participants received AUD$50 remuneration for their time and participation in the FGD.
The Interview lasted 55 min and the FGDs ranged from 65 min to 105 min, with a mean of 90 min. After exploring the general topic of violence, the differences between impulsive and pre-meditated violent offences, and providing some statistics on the current rates of crime and recidivism in NSW, participants were informed that the discussion would then have a focus on impulsivity. A question tailored to each group was then posed to derive various characteristics that would be considered by offenders and society in acceptance, support and uptake of treatment programs for impulsive violent offenders (Table 2) . Particularly with the offenders' group and the family member interview, the question probes focused on the responsiveness aspect of the RNR model, i.e. how offenders/family members would like the intervention delivered to them to increase treatment uptake. This resulted in various attribute levels depending on participants' individual motivations. A total of 26 participants aged between 19 and 66 years participated in seven FGDs, and one family member of an offender participated in an in-depth interview. Four participants identified as Indigenous Australian.
Recruitment of family members to the FGD presented unique challenges. Many of the offenders reported not being in contact with or in good relationships with their families. Approximately ten family members were contacted to participate in the FGD, but only one confirmed attendance. Family members contacted either declined participation (no explanation for decline was requested) or explained that they did not want to be involved with the offender. The FGD for family members was therefore conducted as an in-depth interview. However, the interview guide and format were kept very similar to that for the FGDs.
At the final FGD meeting, no new characteristics were raised that had not already been discussed in previous groups, and thus saturation was considered to have been achieved.
All characteristics suggested were written on a flipchart. Characteristics obtained from the literature search were probed for, if not suggested by the participants. For each characteristic, a range of possible levels was explored using probing questions. The levels chosen were those that reflected the range of situations that respondents might expect to experience, both preferred and not preferred. After an exhaustive list of attributes was created, priority-setting exercises among the in-depth interview and FGD participants were then conducted to shorten and refine the list of attributes for the DCE.
Priority Setting by FGD and In-Depth Interview Participants
The list of attributes generated through the FGDs and interview were further examined by each group and the participant interview to indicate those that were prioritised over others. The priority-setting methods used were multiple votes [29] and ranking [41] . In the voting exercise each participant was allowed unlimited votes, and asked to indicate 'yes' or 'no' to each of the characteristics as an indication of preference. A participant made a 'yes' vote if they thought the intervention characteristic in question was very important to them in choosing to participate in the intervention (as in the case of offenders), advising a family member to participate (as in the case of family members of offenders) or supporting (as in the case of the general public) the intervention. Aggregation occurred by summing the total number of 'yes' votes allocated to each characteristic to arrive at the top five characteristics.
Each of the top five characteristics generated from the voting were written on a separate card, and each group was tasked to arrange the cards in order of preference using the ranking consensus method [41] . This process involved group discussions with continuous iterations of ranking until all group participants agreed with the order of cards. This was done to qualitatively assess the strength of preference for each of the top five characteristics. The number of times each characteristic was voted in the top five and the position each characteristic was placed out of five in the ranking were recorded.
Participants were informed that the priority-setting exercise was used to inform the researchers and experts about which attributes were more preferred than others but however all attributes would still be deliberated upon in the future stages.
The FGDs and interview transcripts were analysed in NVIVO and attribute levels extracted.
The Delphi Method
A team of experts in the justice and health space (see acknowledgements for details) deliberated on the attributes and levels generated from the FGDs using the Delphi method to achieve group consensus on priority attributes and levels to further be tested in the DCE [42, 43] . The experts included forensic psychiatrists, psychologists, criminologists, justice health nurses, corrective services NSW staff and health economists, who all had at least 5 years of professional experience in the justice health space. These experts were identified through research, academic and program implementation networks of people in the justice space. They each received an e-mail with an invitation to participate, an information sheet explaining the study and an online informed consent form. A total of 13 experts participated in the Delphi method process, with a 100% participation rate in all three deliberation rounds of the study. The first round occurred during a 5-h face-to-face meeting. The second and third iterations were conducted online over 2 weeks using the qualtrics software [44] .
At the face-to-face meeting, invited participants were presented with the background of the project where the concepts of impulsive-violent offending and the need to design programs that are valuable to society were explained. Key findings from the FGDs and in-depth interview summarised as the list of characteristics of preference generated were provided. Following a detailed description of each attribute, participants were given an opportunity to include any other important attributes they believed had been overlooked by the FGDs and to further refine the attribute levels. An 'important' attribute was defined as a program characteristic that is highly considered by offenders or the general public in the uptake or support for treatment programs for impulsive violent offenders and that should be prioritised in the list of attributes to be further tested in the DCE. During a short break, a final list of attributes and levels was compiled and printed. Participants were then asked to (anonymously) score each attribute on a scale of 1-5, with 1 being 'attribute not very important' and 5 being 'attribute extremely important' (see Appendix 2 for an example score card). Participants were also requested to provide a short explanation for each score against each attribute.
A median score was calculated for each attribute and then all attributes were ranked from highest to lowest after the first round. To ensure that all participants' views were considered by the other experts when voting, a summary of the reasons given by participants when assigning scores was provided against each attribute. In round two, participants received through email an online link to the qualtrics survey. In the survey, the list of attributes and summary comments was returned to each participant, indicating their individual response from round one and how this compared with the overall median score. Each participant was then given an opportunity to reconsider the importance of each attribute using results from round one and re-score each attribute. In this round the participants were asked to specifically provide a comment against any new score that differed by 2 points from the median. The attributes were re-ranked according to the new calculated median scores. This process was repeated in round three to arrive at a consensus. There was no difference between round 2 and round 3 scores and thus the process ended with the top 8 attributes ranked by median scores at round three. Table 3 provides a complete list of the attributes (n = 20) and all levels obtained from the FGDs and interview either as initially raised by the participants or probed by interviewers as a result of the literature review. In Table 3 , the interview has been labelled as a FGD to provide participant confidentiality. To give voice to participant views on attributes and levels, a few direct quotes have been selected and included in Table 3 .
Results

FGD and In-Depth Interview Results
The levels have been classified to show the similarities and differences in preference between the different groups of offenders, general public and views of the family member interviewed. The attributes selected by the three groups were similar, but the attribute levels sometimes differed. For example, regarding the characteristic 'effectiveness of the treatment program in reducing impulsivity', the general population generally spoke about improved health and wellbeing, offenders were concerned about being able to stay in employment, and the family member was concerned about better family relationships. Regarding the characteristic 'type of treatment program', offenders who were participants on the REINVESt study and the family member held strong views that medication seemed to be working especially as many were repeat offenders and had previously tried a range of interventions. However, while some members of the general public believed that medication could work, others argued for behavioural therapy and education.
All offenders and the family member suggested that for a treatment program to be effective, it should not be provided by probation and parole officers. They recommended health professionals as a better option because they found them to be more helpful and supportive. While some members of the general public held similar views, others suggested that probation and parole and prison officers should be involved in the delivery of these programs to ensure community safety.
Priority Setting Results
The number of asterisks (*) beside each characteristic in Table 3 represents the number of times a characteristic was voted among the top five in the voting exercise. Apart from 'incentives for program participation' and 'time involvement per session', each attribute was voted for at least once. The attribute 'effectiveness of the treatment program in reducing impulsivity' received the highest number of votes and was ranked in first place by three groups. While participants understood that incentives, especially in research studies like REINVESt, were used to encourage participation, many did not find them to be important. Interestingly, this was true for the offenders participating in the REINVESt study. Among the two FGDs consisting of REINVESt study participants (n = 7), these participants reported that while initially they were excited about the AUD$50 they received at each follow-up visit with program staff, with time they felt they had already appreciated the benefits of the treatment program and did not need any payment and were willing to use their own resources to travel to and from treatment, monitoring and follow-up visits. The characteristics that were voted in the top five by three or more groups in the multiple-voting exercises were: 'effectiveness in reducing impulsivity', 'type of treatment program', 'treatment providers' and 'family involvement'. The characteristics that were ranked in first position by any group during the ranking exercise were: 'effectiveness in reducing impulsivity', 'type of treatment program', 'treatment providers', 'voluntary participation', and 'family involvement'.
The 20 characteristics that the interview and FGD participants thought were important for a treatment program for impulsive repeat-violent offenders needed to be reduced to five to eight characteristics for inclusion in a DCE. Table 3 was presented to the experts in the Delphi method for further deliberation. Table 4 shows the 23 characteristics (potential attributes for the DCE) as agreed upon by the team of experts at the faceto-face round one meeting. Also listed in Table 4 are the group median scores for round one and two and the median changes for each attribute. The attributes have been ranked in order of median scores at the last round of voting and a summary of comments from round one and two are also presented.
Delphi Method Results
With guidance from the comments provided by the team of experts and taking care to reduce multicollinearity and interaction of attributes, the researchers combined the 'effectiveness-reoffending' with 'effectiveness-reducing impulsivity' attribute, 'treatment location' with 'continuity of care' and 'flexibility in appointments' with 'accessibility of treatment location'. The experts noted that preference levels for some of the attributes are likely to differ between offenders and the general public. These include 'type of treatment provider' and 'location of treatment'. The experts reported that there was no evidence in the literature on efficacy of compulsory versus voluntary participation and were keen for this attribute to be tested in the DCE for preference.
The team of experts played a vital role in the wording of the attributes and refining the final list of levels to be used in the larger DCE. Table 5 shows the final list of eight attributes and their levels arrived at by expert consensus through the Delphi method. This list will be used in the experimental design of the DCE. While the attribute 'family involvement' was not among the top eight characteristics, researchers thought it was important as seen from the results from the interview and FGDs and therefore included it in the levels of the attribute 'type of treatment' such that one of the levels was 'individual and family counselling with medication'.
Discussion
While the literature on DCE studies is growing, few peerreviewed papers exist that demonstrate the process of developing attributes and their levels [17, 45] . This study contributes to this literature by being explicit about the mixed-methods used in the development of the DCE attributes. In addition, to the best of our knowledge there are no studies that have elicited offenders and the general public preferences for treatment programs for offenders. For this same reason, not many conceptual and theoretical attributes and levels were sourced from the literature review. The RNR model [20] , however, provided foundational construct for creating an initial list of attributes to be further explored in the FGDs. It is interesting that while the characteristics were very similar across the three different groups (offenders, the general public and family member), they differed in the attribute levels. This suggests that society and offenders broadly consider the same characteristics of treatment programs to be important; however, the trade-offs made between the characteristics when making choice are likely to be different and this will be tested in the DCE that will compare trade-offs between the different groups. To increase program acceptability and uptake, policy makers need to consider these characteristics when designing intervention programs for offenders.
REINVESt is a RCT that seeks to evaluate the effectiveness of an antidepressant in reducing recidivism in impulsive, repeat-violent offenders and in improving a range of behavioural measures such as impulsivity, aggression, irritability and anger. Although the effectiveness of the medication has shown positive results in a pilot study, the results of the RCT are pending. From the FGDs in this study, offenders participating in the trial suggested that the medication is working. However, the trial is double blinded with no information on whether the offenders are on the active treatment or placebo. It should be noted that offenders on the trial were easier to recruit and kept their FGD appointments, giving an indication of better behavioural and personality outcomes than perhaps the offenders not receiving the intervention. The final list of attributes includes 'type of treatment' as an attribute with medication as one of the levels. It will be interesting to see the trade-off DCE results between medication and other treatment types, providing a clearer idea for decision makers on the strength of medication as a preference treatment from both the offenders and society perspective. This study had a number of strengths. Firstly, the study demonstrates the use of various qualitative and consensus methods in arriving at the final list of attributes to be used in a DCE study. The few DCE studies that demonstrate the use of qualitative studies to generate attributes do not provide methods used in selecting the final list of attributes selected to be used in the DCE [17, 45] . Secondly, the prior exposure of our offender and family member participants to the concept of impulsivity, its links to offending and the different programs available for offenders added to the rich discussions and quality of attributes and levels collected. Thirdly, inclusion of offenders that were not participating in the REINVESt study provided a different perspective to consider; offenders that are not receiving an intervention. Finally, the general public participants engaged in a guided discussion on violence, impulsivity and issues of incarceration and recidivism, providing them an opportunity to give informed perspectives in the FGDs.
The study had some challenges. Research has shown that impulsive violent offenders often have antisocial traits and are suspicious and likely to impact on recruitment and retention in a trial [46] . This might be a reason as to why offenders who were not receiving intervention were difficult to recruit. However, contrary to this, offenders who were participants in the REINVESt study were easier to recruit and honoured their appointments. This could probably be as a result of improved behaviour and impulsivity either through the one-on-one regular meetings with study nurses or the medication received by those on the active drug. Recruitment of family members was challenging. The REINVESt study contacted approximately ten family members to participate in a family members' FGD. Unfortunately, only one family member participated resulting in an in-depth interview being conducted rather than a FGD. Research has shown that some families of violent offenders lack family cohesion and are not likely to be involved in the lives of offenders [47] . While the study had only one family member voice, it still benefited from their participation. We recommend that while the involvement of violent offenders and their families may be challenging, policy makers should seek their opinions in the design of interventions, especially those that affect them.
The DCE literature suggests a list of four to eight attributes should be used. The FGDs generated a list of 20 attributes and a wide range of levels. In the voting and ranking exercises, 18 of the 20 attributes were shown to be of strong preference to the participants as these were voted at least once by each group. From this list of attributes, the experts involved in the Delphi method arrived at a consensus of eight attributes. Changes might be made in these attributes during the pilot studies prior to the main survey. These attributes will then be evaluated in a population survey of approximately 1000 participants using a DCE. This will allow the strength of each attribute to be tested and therefore make conclusions on the societal value of each attribute and inform the development of proposed treatment programs for impulsive violent offenders. Future studies can learn from the thoroughly described mixed methods used in this study to improve the DCE methodology of attribute development. This is the first time these methods have been used to include society and offenders' views in treatment programs in the justice health field and has scope to be used in studies with other hard to reach populations.
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